1. INTRODUCTION {#sec1-1}
===============

As a mental response to sexual stimuli, sexual desire determines human sexual behavior and represents the cognitive capacity of sexual stimulation ([@ref1], [@ref2]) and it also has a biological and interpersonal basis ([@ref3]). Hypoactive sexual desire disorder (HSDD) is currently defined by the American Psychiatric Association's Diagnostic and Statistical Manual IV-TR (DSM-IV-TR) as "persistently or recurrently deficient (or absent) sexual fantasies and desire for sexual activity" which causes "marked distress or interpersonal difficulty" ([@ref4]). Hypoactive sexual desire is a common problem among women which is usually related to medical and psychological problems, incompatibility in a relationship and age. Nevertheless, the relative contribution of each of these aspects hasn't been identified. The prevalence of sexual desire disorder -depending on the criteria used for defining--varies from 3-31% ([@ref5]).

The etiology of hypoactive sexual desire disorder is multi-factorial, including biological, psychological, sexual factors and it is related to the social context ([@ref6]). Levin defines sexual desire as a structure dependent on the balance among three basic aspects, namely, biological aspects, psychological aspects or aspects depending on how a person think, and cultural aspects ([@ref2]).

Medical problems such as cardiovascular, neurological and endocrine diseases ([@ref1], [@ref2]), breast cancer ([@ref6]), women diseases like pelvic pain and pelvic floor disorders([@ref1]) affect the sexual performance physically or as the consequence of treatment with medication or surgery and also affect the psychological situation of the couple and their compatibility in directly, and decrease sexual desire ([@ref2]). Psychological factors such as sexual abuse, emotional neglect in childhood, traumatic experiences during puberty, perceived stress, anxiety, depression and body image concerns ([@ref7]) not only affect sexual desire directly, but also can be related to dysfunction cognition (cognition related to the decrease to self - confidence) or incompatibility of the couples, so they can affect sexual desire this way too ([@ref2]). Social factors such as social norms, life experience and attitude toward the framework of sexual desire also affect both sexual behavior and frequency of sexual desire ([@ref8]). In fact, in many countries, the issue of sexual disorders is still a taboo which negatively affect life quality ([@ref9]).

The functions of sexual activity in marital relationships are paradoxical. On the one hand, healthy sexuality of the couples have a minor basic role in couple's joy and satisfaction. On the other hand, dysfunctional sexual activities and especially refraining from it have a huge negative impact on the discharge of intimacy and joy in couple's relationship and threatens its stability ([@ref10]). Therefore, problems in any field of sexual experience must be considered as a part of community health assessment ([@ref11]).

What makes this review study important and noticeable, is dealing with components which play important roles in recognizing factors related to HSDD in women in reproductive age. Understanding, recognizing and diagnosing factors related to HSDD results in increased knowledge of fertility and sexual health care providers in order to prepare education and consultative programs and policies to improve women's sexual health.

2. METHODOLOGY {#sec1-2}
==============

The search was done from January to March 2015 by the use of the data bases ProQuest, Pubmed, CINAHL, Ovid and Medline, and the words sexual desire, related factors were used as free text words; the words reduce sexual desire, hypoactive sexual desire disorder, Dyadic relationship, biopsychosocial factors and women were used as keywords in the search. Also, the reference list of the literature were investigated to increase the sensitivity and choose more studies. The complete texts or summaries of all the articles, documents and reports obtained through advanced research, were extracted. After eliminating the repeated items, the irrelevant items were eliminated by checking the title, abstract and the full text of the articles, respectively, and the relevant articles were chosen.

In the process of search, 10524 articles about the factors related to sexual disorders by using the chosen keywords and the highest sensitivity. This number shrunken to 1326 after limiting the strategy, and again 497 got eliminated because they were repeated. Following the title and the abstract, 829 articles were assessed and 732 were excluded because they were irrelevant. Also, from 97 remaining articles, 81 were excluded after checking the full text and 4 articles were added by checking the reference. 16 articles were assessed according to the criteria of inclusion and exclusion. 8 of which got excluded from the current research and finally 8 articles were included this review article.

![Literature search and review flowchart for selection of primary studies](MSM-27-383-g001){#F1}
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2.1. Inclusion criterion: {#sec2-1}
-------------------------

Articles published from 2000 to 2015 relevant to determinants of HSD were included in this investigation. Moreover, articles focusing solely on any of the aspects related to sexual desire such as biological, psychological and social factors and relationship factors, were also included for the issue of HSDD in women be investigated extensively.

2.2. Exclusion criterion: {#sec2-2}
-------------------------

Articles which specifically targeted HSDD in pregnant or lactating mothers were excluded from this review study. Also studies about biopsychosocial factors related to other types of sexual function disorder such as arousal disorder, orgasm disorder and dyspareunia were excluded too.

3. RESULTS {#sec1-3}
==========

After reading the text, the findings were divided in three main classes:

3.1. The effect of biological factor on women's sexual desire {#sec2-3}
-------------------------------------------------------------

HSDD as a single and independent complaint is not common among women in reproductive age, and in young women the complaint appears in the field of chronic diseases and gynecological disorder; but in order women, HSDD is usually common as a single complaint ([@ref12]). It has been reported that the transition to menopause and the menopause itself intensify HSDD. This complicated situation is experienced by all women through emotional and physical changes related to decrease in the production of ovarian Sex hormones. When a sudden decrease happens in the production of estrogens and androgens after menopause by surgery or chemotherapy, there will be more side-effects on HSDD ([@ref13]). Studies show that among all the factors affecting sexual desire, the process of aging is the most important. Although the proportion of women with HSDD rises with the increase of the age, the proportion of women's distress and unhappiness about their HSDD decreases with the increase of the age and the situation of menopause ([@ref6]).

Sexual function needs a complicated interaction of many neurotransmitters and hormones, both central and environmental, and sexual desire is the result of the interaction among the inhibitory and excitatory pathways in brain. For example, dopamine, estrogen, progesterone and testosterone play an excitatory role, while serotonin and prolactin are inhibitors. Therefore, HSDD can be the result of decrease in excitatory hormones or increase in inhibitory hormones or both ([@ref14]).

Another group of biological factors affecting sexual desire is the chronic diseases. Chronic diseases can affect critical psychological needs for direct and indirect maintenance of women's sexual function ([@ref6]). Chronic diseases change the dynamics of the relationship and can be deep negative effect on the relationship and sexual satisfaction of both the patient and their sexual partner. The effect of chronic diseases on sexual function is multi-factorial and they can affect all response phases of sexual cycle; also, the effects of these decreases can themselves be categorized in the biological, psychological, social classes ([@ref15]).

In a big study on Brazilian women, it was shown that cardiovascular diseases, breast cancer, PTSD, being old, vaginal dryness and dyspareunia were associated with increased risk of HSD and have important negative effects on sexual desire ([@ref6]). In another study they showed that age, parity, length of relationship, pregnancy, relationship status, plans and methods of contraception (especially oral contraceptive) are associated with decreased sexual activity ([@ref16]). Nevertheless, in another study they showed that age is directly and education and marriage age (below 18) are inversely associated with increased risk of HSD. But they didn't find a relation between the history of smoking, previous pelvic surgery and contraception methods ([@ref9]). In fact there is a combination of evidence in the studies about the effect of using contraceptives on sexual desire.

Some studies show the negative relationship between the use of contraception pills and sexual desire and some others report their neutral effect and some report their positive effect on sexual desire ([@ref17]). Among other important factors affecting sexual desire and causing HSDD are the drugs used for treating diseases such as antihypertensive drugs, SSRIs, hormonal antagonists and chemotherapy ([@ref18]). In fact, although organic changes have a central role in human sexual activity, separating biological factors from their natural interaction with other aspects is different ([@ref2]).
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3.2. The effect of psychological factors on women's sexual desire {#sec2-4}
-----------------------------------------------------------------

It has been shown that psychopathology has contradictory effects on sexual desire; so that, mental disorders such as depression, anxiety, anorexia nervosa, obsessive-compulsive disorders and schizophrenia are intensely associated with women's HSDD ([@ref19]-[@ref21]). Despite this strong relation, a few women reported higher sexual desire a long the psychopathology ([@ref2], [@ref22]).

Also, it was shown that different sexual disorders such as arousal disorder and disorder of desire and satisfaction are different consequences of anxiety disorders, also, there is an obvious relationship between depression and women's sexual disorders like desire disorder ([@ref14]). Negative temper such as anxiety and depression are usually associated with decreased desire and arousal. Nevertheless, some evidence shows that anxiety and depression may increase sexual desire. Women report various changes in both their moods and their sexual desire during different phases of their menstrual cycle, so that some women report higher levels of sexual desire during their premenstrual phase even when they show depression ([@ref22]). It has been reported that people with Sexual Dysfunction showed more unhealthy (more inefficient) sexual beliefs and automatically more negative thoughts and feelings during their sexual activity. In fact, negative cognitive Content in the field of sexuality, decreases the ability to process sexual stimuli and contributes to the existence of sexual problems ([@ref23]). Also, It seems that the feelings of guilt and anger have the important central role in having or not having sexual desire ([@ref24], [@ref25]) so that studies showed the feeling of sexual guilt affects sexual desire negatively and decrease it ([@ref24], [@ref26]).

Studies announced factors such as attitudes, negative cognition, mood, welfare, self-esteem, feelings toward the partner, sexual performance of the partner and distress about the relationship especially sexual relationship as the psychological factors associated with sexual desire ([@ref4], [@ref27]). Women's positive feelings toward their sexual partners have important effects on sexual desire and work as a shield against harmful effects of menopausal symptoms ([@ref4]). So that the investigation of women's health around the world showed that feelings toward the sexual partner and attitudes toward sexual activity and age have more effects on sexual desire and activity than the process of menopause transition ([@ref28]). Nonetheless, it was discovered in later studies that the only predictable variable of sexual response and sexual desire at the time being is the woman's previous level of sexual response ([@ref29]).

3.3. The effect of cultural factors and couple's relationship on women's sexual desire {#sec2-5}
--------------------------------------------------------------------------------------

The effect of social aspects on sexual desire must be considered, too. Cultural, society, religious values, especially customs all can negatively affect sexual desire, especially in women grown-up in very restrictive cultures and religions ([@ref30], [@ref31]). Relationship factors such as the partner's sexual dysfunction or conflict (such as arousal disorder or premature ejaculation in male partners) stressors such as financial hardship, pressure related to job or familial obligations can be associated with decreased sexual desire ([@ref30]). Social norms, life experience and attitudes about sexuality affect both sexual behavior and the frequency of sexual desire, therefore, sexual behavior and desire may vary according to the paths that make marital roles and marital intimacy ([@ref8], [@ref32]). Some couples put a lot of value on the similarity of values and the harmony between them and sharing time and activities with their parents; while in contrast, some couples are focused on maintaining the independence of each of the partners and several studies have shown the negative effect of the sexual partner's independence on marital satisfaction. Gender equality is also another dimension of cooperation that should be studied. Some studies have observed greater conjugal satisfaction in couples who maintain equal gender role distribution, but it's effects on sexual desire has rarely been studied ([@ref8]).

Problems with expressing sexual needs, desires and fears between couples are among factors which have direct negative affects on women's sexual desire on sexual activity ([@ref7]). In a larger picture, we can see that depending on the way people organize their intimate relationship in society, sexual desire between couples have unequal importance, and to investigate sexual desire and marital satisfaction, it should be dealt with from a sociological point of view, too ([@ref8]), Because cultural aspects are associated with expressing sexuality in both genders (male and female) ([@ref33]).

Sexual desire is also important the relationship's dynamics and compatibility, so that it has been shown that women with lower sexual desire towards their sexual partner, reported less marital compatibility. Factors such as positive feelings, trust and couple's intimacy increases sexual desire in both genders ([@ref1]), While couple's stability and marriage duration leads to maintenance of sexual desire in women ([@ref34]). Deficient sexual desire may reflect marital dissatisfaction as a compatibility mechanism ([@ref1]). Women with HSDD reported weaker couple's compatibility, more dissatisfaction in solving conflicts in relationships and less emotional intimacy and attraction with their partner compared to women without the disorder. Nevertheless some studies reported that women might experience a satisfactory sexual life without apparent sexual desire for sexual activity ([@ref7]).

4. DISCUSSION {#sec1-4}
=============

Reviewing the literature, we can see that compared to women without HSDD, women with HSDD reported items such as dissatisfaction with their sexual life and marriage, feelings of hopelessness, frustration, anger and a loss of femininity and low self-esteem with higher probability ([@ref35]). Also, the score of life quality in women with HSDD is less than that of women without it; so that it has been shown that HSDD causes disorders in life quality related to health ([@ref36]), and there is a significant relationship between sexual desire and other areas of sexual function, and sexual desire is a noticeable predictor of sexual activity and life quality ([@ref37]). Therefore, sexual concerns in any area of the sexual experience should be addressed as part of a holistic health assessment ([@ref11], [@ref30]). The professions of health must directly try to develop educational or counseling programs related to sexual health of women suffering from sexual disorders including sexual desire in order to help them reach a satisfactory sexual life and improve life quality ([@ref37]).

Reviewing the studies, we realize that factors able to affect sexual desire and activity are not distinct and may overlap ([@ref38]). Complex etiology of low sexual desire often requires a multiple intervention in order to use the biopsychosocial approach, and taking a complete history can help identify the conditions that lead to low sexual desire ([@ref30]). In general and in short, psycho-sexual evaluation in HSDD, is by using the standard method for assessing it and lack of Standard approach, brings dangers. The clinical history may be perceived more in the psychological plane by the psychologically minded and more in the biological plane by the medically orientated. This might ultimately lead to the exclusion of a specific area in treatment ([@ref39]). It has been proved that the most successful treatments for sexual disorders are physiological -psychological ones, in which physiological changes have circular interaction with a psychological change ([@ref40]).

Medical and psychological treatments of sexual disorders including sexual desire need to target the complex biopsychosocial effects in the patient, and the biopsychosocial model provides an integrated model for understanding and treating sexual problems ([@ref41]). In fact, the features of low sexual desire treatment is multifaceted, and need to be a combination of being able to maximize the biological signals of sexual response drive and psychosocial treatments in order to overcome personal and relationship problems ([@ref42]). For the cooperation among Physicians, there is a widespread need for medical attention from different scientific majors in assessment, treatment and educational issues in the frame of sexual function disorder including sexual desire. In many cases, therapy and medical intervention alone aren't enough to solve the enduring sexual problems. Assessing sexual function disorder including sexual desire has to include questions about predisposing factors, detecting factors and combination factors, and there is a clear emphasis on using individual psychotherapy methods, and more studies are needed to identify combinational and integrated treatments for sexual disorders ([@ref41]), Because treating sexual disorder has come to a point where it needs a change in paradigm. This paradigm shift is towards the integrations of medical treatment, biological /individual treatment, couple therapy and more widely in the areas of religion, history and culture ([@ref43]).

5. CONCLUSION {#sec1-5}
=============

Considering different influential aspects in women's sexual desire, there is need for cooperation among health service providers from different scientific fields in assessing, treating and teaching issues about low sexual desire, and a multi-factorial assessment with a combination of psychological, social, physical and hormonal intervention may be a good model for presenting treatment strategies of low sexual desire, and medical and psychological treatments for sexual disorders especially low sexual desire need to target the complex biopsychosocial effect on the patient, sexual partner and in fact the couple. Therefore a work team of different scientific fields who are allowed to have comprehensive assessment of sexual health and also providing interventional packages mostly for women with this disorder are necessary.

**Limitations**: Since this study was conducted in a sample of women in reproductive age, in order to complete the information, we suggest that similar studies be widely conducted about factors related to low sexual desire in men and women in different group ages, so the results can be used to provide decent educational and medical programs in the form of educational-medicinal approaches such as pre-marital counseling, sex education, sex therapy and marital therapy based on culture, because satisfactory sexual function can contribute to general health in society and lead to marital satisfaction and finally strengthening the family.
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